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2421 JOHN B DENNIS HIGHWAY
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.l SUNMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PLAN OF CORRECTION 5
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During the Lifa Safaly portion of the survay
conducted on Degember 14, 2010, no ficensure
deficiencles were cited under chapter 1200-8-6,
Standards for Nursing Homas.
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